Summary Nurses routinely practice Gastrointestinal endoscopy in the United Kingdom (UK) but, to our knowledge, bronchoscopy has never been introduced as a nursing discipline. The need for a nurse bronchoscopist was identified within our respiratory unit and the post was developed. This process involved: (1) seeking a precedent for the role of nurse bronchoscopist, (2) designing an appropriate teaching programme, (3) obtaining hospital accreditation for the programme, (4) supervising and completing the training, and (5) implementing a nurse-led bronchoscopy service.
Introduction
Nurses in the UK are increasingly taking on advanced clinical roles to meet the changing needs of the National Health Service. Gastrointestinal (GI) endoscopy was introduced as a nursing specialisation in the 1990s in response to escalating demands on gastroenterology services, and interest from both medical and nursing professions. 1 This initiative was supported by the United Kingdom Central Council for Nursing, Midwifery and Health Visiting (UKCC)Fnow the Nursing and Midwifery Council (NMC) and the British Society of Gastroenterology which, in 1994, issued recommendations which enabled suitably trained nurses to carry out uncomplicated upper and lower GI endoscopy. 2 Nurse-led bronchoscopy could potentially impact upon evolving service pressures worldwide due to the increasingly global epidemic of lung cancer 3 and the adoption of national guidelines aimed at rapid diagnosis and staging of disease. 4 Locally, growing service requirements, a lack of practice consistency due to the rapid turnover of trainee medical staff, and the prospect of facilitating interventional techniques prompted the suggestion that a nurse bronchoscopist would be a useful asset to our bronchology unit within a respiratory tertiary 
The evidence base
In order to develop a credible training programme, we sought to identify prior experience with nurse bronchoscopy elsewhere through informal enquiries directed at other bronchoscopy units, the British Thoracic Society (BTS) bronchoscopy guideline committee, international representatives of bronchoscopy equipment manufacturers, and a literature search comprising Medline, Embase, and CINAHL databases using the main search terms:-''nurse'', ''bronchoscopy'' and ''bronchoscopist''. Nurse bronchoscopy was also raised with members of the NMC at the ''professional and legal issues for clinical nurse specialists'' UK study day in September 2002 and the subject was opened to the floor at the Advanced Respiratory Nurse Specialists' annual UK conference in November 2002. None of these approaches identified a precedent for nurse bronchoscopy in the UK or elsewhere, although specialist respiratory physiotherapists were identified in London and Guildford who had practiced therapeutic bronchoscopy after being trained by consultant physicians. Subsequently, nurse GI endoscopists working in our hospital were consulted to explore parallels with the development of their speciality.
Nurse bronchoscopy training and implementation
The nurse bronchoscopy training protocol was modelled on that of nurse GI endoscopy, 2 BTS recommendations 6 and a comprehensive teaching manual, 7 with source material derived from highquality reference texts. 8, 9 Minimum requirements for entry into the programme (panel 1) were designed to recognise the need for substantial prior respiratory knowledge and bronchoscopy unit experience. Core aspects of the training protocol are summarised in panel 2.
The programme specified that a portfolio be maintained as evidence of training completed and skills acquired. This included individual competencies such as consent for flexible bronchoscopy and the safe administration and reversal of intravenous sedation, together with a record of each procedure signed by a nominated training supervisor. We have suggested that the nurse specialist should complete around 75 procedures a year for continuous training, comparable with the experience of physician trainees. 10 A framework for the implementation of a nurse bronchoscopy service was designed (Fig. 1) to address issues of referral guidelines for a nurseled bronchoscopy list, the need for regular audit, and ongoing specialist training (e.g. in transbronchial biopsy and needle aspiration).
Legal support and hospital accreditation for nurse bronchoscopy
Legal backing from UK professional nursing institutions and medical defence organisations for nurseled GI endoscopy was dependent on hospitals undertaking vicarious liability for the service, so accreditation for nurse-led bronchoscopy was sought at management level. This in turn required that the role should fall within the defined scope of UK professional nursing practice. [11] [12] [13] Clinical and pharmacy management approval was also needed for Patient Group Directions (PGDs), protocols authorising the administration of non-prescribed drugs by nurses in England. 14 
Outcomes
The training programme proposal was agreed and supported by the hospital respiratory consultant body. The role of nurse bronchoscopist was deemed by the chief nurse to comply with UKCC higher level of practice standards 12 and the NMC's current code of professional conduct. 13 The complete service framework was subsequently approved by the hospital Nursing and Midwifery management board and is available on our website (www.smtr.nhs.uk./ nursebronch). PGDs for intravenous midazolam and flumazenil, and for nebulised bronchodilators (available on the same website) were endorsed by our Medicines Management Committee. A protocol for referral to the nurse-led list (panel 3) was detailed in the service framework document, paving the way for initiation of a nurse-led service. The entire process of development and sanctioning of nurse bronchoscopy took approximately 1 year. Our nurse trainee had 20 years' experience as a respiratory nurse specialist, including 8 years in bronchoscopy. The lead training supervisor for the programme was the consultant in charge of the bronchology department (Dr. Phil Barber) and training took place during routine, planned bronchoscopy lists. Five other consultants were nominated as additional supervisors.
ARTICLE IN PRESS
The trainee completed the programme satisfactorily (including competencies at bronchial washing, brushing, biopsy and bronchoalveolar lavage) in January 2003, and has now carried out 325 full examinations. Of these, 125 were performed independently (with a physician bronchoscopist available for consultation) with no adverse events. Audit of nurse sampling of the 20 bronchoscopically Figure 1 The implementation of a nurse-led bronchoscopy service. malignant lesions visualised to date showed a positive histology hit rate of 95% (95% CI 76-99%), which compares favourably with physician bronchoscopist results 15 and the suggested BTS standard of 80%. 6 

Discussion
The development of nurse bronchoscopy has been a complex process, requiring extensive consultation and approval at various levels of authority. The UK legal and professional basis for the service is sound, and the clinical training is safe, well supervised, rigorous and formal. Our nurse specialist found the experience to be challenging, interesting and rewarding, and has become a skilled operator.
It should be stressed that only one nurse has so far been trained using this method. Further evaluation for a larger group of trainees is needed before the programme could be endorsed by professional medical bodies and used, for example, as the basis for national nurse bronchoscopy guidelines. The service framework has also been developed according to a purely English model, and aspects of hospital and legal accreditation would be unlikely to apply outside this country.
Not every respiratory department will have the need for a nurse bronchoscopist, and some may have concerns about nurses doing a procedure that has such critical diagnostic importance. However, similar fears have proved unfounded for nurse-led GI endoscopy, 16 and we have shown that a nurse bronchoscopist can achieve levels of performance at least as good as physician operators. Our experience should enable others to develop their own training and accreditation schedules, thus empowering the growth of a new nursing discipline and abolishing the image of the bronchoscopy nurse as simply the physician's assistant.
